Information obtained at interview from 1,646 parasuicide patients in 14 regions in 13 European countries participating in the WHO/EURO Multicentre Study on Suicidal Behaviour was used to study self-reported intentions involved in parasuicide. Comparisons were made across cultures, genders, and age groups. Although some statistically significant differences were found, the effect sizes were very small. The main finding from this study is thus that parasuicide patients in different countries tend to indicate that similar types of intentions are involved in their acts of parasuicide, and that the intentions do not vary greatly with gender or age. The hypothesis that rates of suicide and parasuicide vary between regions with the frequency with which suicidal intention is indicated by the patients was also tested, but was supported only for women and in relation to national suicide rates. The findings from this study are likely to be generalizable to other settings and have implications for clinical practice.
Information obtained at interview from 1,646 parasuicide patients in 14 regions in 13 European countries participating in the WHO/EURO Multicentre Study on Suicidal Behaviour was used to study self-reported intentions involved in parasuicide. Comparisons were made across cultures, genders, and age groups. Although some statistically significant differences were found, the effect sizes were very small. The main finding from this study is thus that parasuicide patients in different countries tend to indicate that similar types of intentions are involved in their acts of parasuicide, and that the intentions do not vary greatly with gender or age. The hypothesis that rates of suicide and parasuicide vary between regions with the frequency with which suicidal intention is indicated by the patients was also tested, but was supported only for women and in relation to national suicide rates. The findings from this study are likely to be generalizable to other settings and have implications for clinical practice.
Previous research has shown that acts of deable circumstances, an attempt to influence some significant other(s), and a signal that a liberate self-poisoning and self-injury involve a variety of different motives/reasons/intenperson needs help. Michel et al. 1994 used methodology similar to that in some of these tions, and that these often include nonsuicidal purposes (e.g., Bancroft, Skrimshire, & earlier studies (Bancroft et al., 1979; Hawton et al., 1982; James & Hawton, 1985) in an Simkin, 1976; Bancroft et al., 1979; Birtchnell & Alarcon, 1971 ; Hawton, Cole, O'Grady, investigation of parasuicide patients in Switzerland and found some differences in the & Osborn, 1982; Hjelmeland, 1995; Holden, Kerr, Mendonca, & Velamoor, 1998 ; James proportions of Swiss patients choosing various intentions compared to those in the Brit-& Hawton, 1985; Lukianowicz, 1972; Michel, Valach, & Waeber, 1994; Varadaraj, ish studies. For instance, a very large proportion of the patients in the Swiss study (91%) Mendonca, & Rauchenberg, 1986; Velamoor & Cernovsky, 1992) . This is the reason for claimed that the intention had been to escape from an unbearable/terrible situation comthe dilemma as to what suicidal behavior not resulting in death should be termed: atpared to those in the British studies (56% in Bancroft et al., 1979 ; 42% in Hawton et al., tempted suicide, parasuicide, deliberate selfharm, nonfatal suicidal behavior, and so forth 1982; 44% in James & Hawton, 1985) . Another example was the intention "to make (e.g., O'Carroll et al., 1996) . In this article, the term parasuicide is used.
things easier for someone," which was chosen by 33% in the Swiss study but only by 7% in In explaining why some people engage in suicidal behavior, there is also confusion as one of the British samples (Bancroft et al., 1979) . Boergers, Spirito, and Donaldson (1998) to the use of the concepts of reasons, motives, and intentions. Hjelmeland and Knizek compared the frequencies of various reasons for suicidal behavior among American ado-(1999) have argued that the term intention should be employed when nonfatal acts are lescents with data reported from the Netherlands and the UK, and also found some difexplained in terms of something the persons wanted to achieve by their behavior. Thereferences. This raises the question of possible cross-national or cross-cultural differences in fore this term will be used in the present study. It is recognized, however, that patients the intentions involved in parasuicide. One major problem in comparing remay often not have had full insight into the nature of the intention(s) involved. Recognisults from different studies is the potential variation in definitions used for selecting tion of the fact that there are various intentions involved in parasuicide has led to quessamples of patients to be included in investigations. The WHO/EURO Multicentre Study tions about what precisely do individuals intend to achieve by this behavior? Clarifying of Suicidal Behaviour (Bille-Brahe et al., 1995 , 1996a , in which a large number of Euintentions in individual cases is relevant to clinical practice. Thus Shneidman (1985) has ropean centers participate, has provided a unique opportunity for a cross-cultural comargued that a focus on the intentional (he used the term motivational) aspects of such parison because researchers from different countries have used the same definition of behavior is necessary to get a better understanding of the suicidal individual. parasuicide in selecting samples of patients, the same research instrument to assess the Many of the previous studies of intentions underlying parasuicide have been convariables in question, and the same datacollecting procedures. In a previous report of ducted in the United Kingdom (Bancroft et al., 1976 (Bancroft et al., , 1979 Birtchnell & Alarcon, 1971;  data from the first wave of the WHO study, the level of suicidal intent was investigated as Hawton et al., 1982; James & Hawton, 1985; Lukianowicz, 1972; Varadaraj et al., 1986;  a first step toward determining what meanings parasuicide might have for people (HjelmeVelamoor & Cernovsky, 1992) . Examples of the types of intentions that have been identiland et al., 2000) . In spite of large differences in parasuicide rates, only small differences fied include a temporary escape from unbear-were found in levels of patients' suicidal inhas been used to compare intentions across cultures, genders, and age groups. We have tent. Other intentions were not investigated in that study.
also investigated whether the frequency with which suicidal intention is indicated by parAn important question is whether parasuicide by men and women involves different ticipants is related to local rates of suicide and parasuicide. intentions. The potential significance of gender was neglected in most of the earlier studies. Even where results have been reported separately for men and women, it is unclear METHOD whether the results were subjected to statistical testing, although major differences were
In the WHO/EURO study, parasuicide is defined as "an act with nonfatal outnot apparent. This is perhaps surprising given the fact that in the Western world, more come, in which an individual deliberately initiates a nonhabitual behavior that, without men engage in suicide and more women in parasuicide. Moreover, in some countries the intervention from others, will cause self-harm, or deliberately ingests a substance in excess sex differences are decreasing, while in others they are increasing. Potential gender differof the prescribed or generally recognized therapeutic dosage, and which is aimed at reences therefore require further investigation, especially in relation to possible cross-cultural alizing changes which the subject desired via the actual or expected physical consequences" differences.
Rates of suicidal behavior also vary (Platt et al., 1992 p. 99 (Schmidtke et istics of the regions participating in the study have been thoroughly described elsewhere al., 1996, 1999) . One possible explanation might be the extent to which parasuicide (Bille-Brahe, 1999 prised the majority of the sample (54%-71%) in all the regions except Gent, where months later (EPSIS II). The EPSIS I interviews were carried out between 1990 and more of the sample were men (54%). The mean age for the total sample was 36.2 years 1992 in the regions participating in the first wave of the study and between 1996 and for women (range = 15-87, SD = 14.9) and 36.0 years for men (range = 15-81, SD = 1998 in those participating in the second wave ( Table 1 ). The interviews usually lasted 13.2). ANOVAs showed that there were significant age differences between the regions 1-3 hours. The data files from each region were sent to the center in Odense where the for both women (F(13, 910) = 4.98, p < 0.0001, E 2 = 0.066) and men (F(13, 592) = data were checked, coordinated, and rechecked before they were released for use in 3.04, p < 0.001, E 2 = 0.063). For women, the highest mean age was found in Odense (42.0 specific analyses. Only data from the initial (EPSIS I) interviews are included in the presyrs) and the lowest in Umeå (27.9 yrs). For men, the highest mean age was found in ent investigation.
Stockholm (41.4 yrs) and the lowest in Oxford (31.0 yrs).
Subjects
The distribution according to age group was as follows: 365 aged 15-24 years The number of persons interviewed and the proportions of men and women in (230 women and 135 men), 439 aged 25-34 years (254 women and 185 men), 644 aged each region are presented in Table 1 . A total of 1,646 patients-1,003 (61%) women and 35-64 years (384 women and 260 men), and Note. Excluded from the analyses was one transsexual patient from Stockholm.
a Interviews carried out during the period 1990-1992. b Interviews carried out during the period 1996-1998. 82 aged 65 years or older. Information on age EURO study (including data from 9 of the 14 regions participating in the present study; was missing for 116 (7%) of the cases.
The representativity of the interviewed Hjelmeland et al., 2000) . In the present study, the patients' SIS scores have been compared samples compared to all the medically treated parasuicide patients in each region (regiswith their responses to the questionnaire on the possible intentions involved in the acts of tered in the monitoring part of the WHO/ EURO Study) was tested by appropriate parasuicide. analyses (chi-square analyses, t-tests, MannData analyses Whitney U-tests). The following variables were tested: age, gender, method of the paraBecause several of the intention of parsuicide, and previous parasuicide(s). The inasuicide items in the questionnaire are interterviewed samples were representative of all correlated, a factor analysis was performed. medically treated parasuicide patients on Subscales were computed by way of summathese variables in all regions with the followrizing the items that made up the factors. For ing exceptions: (1) gender: the interviewed an item to be included in a subscale, the facsample had a larger proportion of women in tor had to load more than 0.50 on the item Odense and Umeå; (2) age: the interviewed and the group of items also had to make cosample was younger in Padova; (3) method of herent semantic sense. The resulting subparasucide: the interviewed samples had scales were then compared across regions and more often used self-poisoning in Sør-Trøn-sexes using two-way ANOVAs in order to exdelag and Oxford; (4) previous parasuicide: in amine cross-cultural and sex differences. BeOdense, Umeå, Leiden, Ljubljana, and Hall/ cause there were significant age differences Innsbruck, the interviewed sample more ofbetween the regions, age was entered as a coten had a history of previous parasuicide(s), variate in the ANOVAs. Correlation analyses and in Helsinki and Bern less often.
(Pearson's r) were performed between the various intention subscales and the SIS as a Instruments reliability test of the patients' retrospective reports of intentions involved in their acts of A questionnaire including various inparasuicide. Correlation analyses (Spearman's tentions was designed for the EPSIS based rank order correlation coefficient) were peron the previous work of Bancroft and col- formed between choice of the item "wanted leagues (1976, 1979) . It consists of 14 possito die" and local parasuicide rates and also ble intentions people might have for engagnational and regional suicide rates. The level ing in suicidal behavior. Each item is scored of statistical significance was set at p < .05. according to the relevance the patient says it Effect sizes for the significant differences had to why he or she carried out the act of were assessed by eta squared (E 2 ). parasuicide: major influence (score of 3), miBetween 1.8% and 2.6% of the values nor influence (2), or no influence (1). Paon the 14 intention variables were missing. tients can indicate more than one intention When the intention subscales were comas having influenced the act. The list of inputed, these missing values were replaced by tentions and the percentages of subjects who the mean values for the relative regions. chose them are presented in Table 2 .
The Suicidal Intent Scale (SIS; Beck, Schuyler, & Herman, 1974) was completed RESULTS for each patient. This 15-item scale assesses the level of suicidal intent involved in an act
Factor Analysis of parasuicide. The items are scored 0, 1, or of the Intention Questionnaire 2, yielding a possible range of scores from 0 to 30. The scores on the SIS have been preThe factor analysis of the intention questionnaire resulted in four factors with eisented in a previous report from the WHO/ genvalues exceeding 1.0, which together ac-(α = 0.53), thus comprised the two remaining items, while "loss of control" was retained as counted for 57.6% of the variance. The varimax rotated factor loadings are presented in a single item. The fourth subscale consisted of items dealing with unbearable thoughts Table 3 . The first subscale consisted of items related to seeking care and attention from and situations, the intention to die, and the wish to make things easier for others (items others or testing of love (items 2, 6, 8, and 9) and was called Care Seeking (α = 0.73). The 1, 4, 7, and 13). This subscale was labeled Final Exit (α = 0.58). Both factors 3 and 4 second subscale consisted of items dealing with revenge, punishment, or manipulation loaded relatively high on item 7 ("I wanted to die"). However, the third factor loaded of others (items 10-12), and was called Influencing Others (α = 0.78). The third factor negatively on this item, supporting the notion that those who only wanted a temporary consisted of items dealing with escape or loss of control (items 3, 5, and 14). However, the escape from unbearable circumstances did not want to die. factor only loaded 0.44 on the item "loss of control," so this item was not included in the Because many parasuicide patients indicate multiple intentions for their acts, it subscale. This also makes sense in that loss of control is not an intention as such, but was expected that the four factors resulting from the factor analysis would be intercorremerely a description of what people experience. The third subscale, Temporary Escape lated. An oblimin rotation of the factors was therefore performed. This did not change scores in Sør-Trøndelag (p < .001) and Stockholm (p < .05) were significantly higher than the picture significantly, but two correlations were found: Factor 1 correlated positively the overall mean, whereas the mean scores in Leiden (p < .01) and Bern (p < .01) were with both Factor 3 (r = .21) and Factor 4 (r = .31), indicating low to medium effect significantly lower. However, the effect size of region was low; only 2.6% of the variance sizes according to Cohen (1988) .
could be explained by region. 2. Temporary Escape, F(13, 1501) = Regional Variations 5.17, p < 0.001, E 2 = 0.043. Follow-up deviation contrast analyses showed that the mean The mean scores for the subscales and the single item "loss of control" for patients scores in Stockholm (p < .0001) and Umeå (p < .0001) were significantly higher than the from each region are presented in Table 4 . To check for regional/national differences, overall mean, whereas the mean scores in Ljubljana (p < .001), Gent (p < .01) and Bern separate two-way ANOVAs were performed for each of the subscales, with gender and re-(p < .05) were significantly lower. However, the effect size indicated that only 4.3% of the gion as independent variables and age as covariate. Significant differences between the variance could be explained by region. 3. Final Exit F(13, 1501) = 4.38, p < regions were found for three of the subscales, while no significant sex differences or inter-0.001, E 2 = 0.037. Follow-up deviation contrast analyses showed that the mean scores in action effects between sex and region were found. The regional differences were found Hall/Innsbruck (p < .05) and Ljubljana (p < .05) were significantly higher, whereas the on the following subscales:
1. Care Seeking, F(13, 1501) = 3.13, mean scores in Helsinki (p < .001) and Oxford (p < .01) were significantly lower than p < 0.001, E 2 = 0.026. Follow-up deviation contrast analyses revealed that the mean the overall mean. Again, however, the effect 
The List of Possible Intentions Involved in Parasuicide and the Factor Loadings on Each of the Items

Varimax Rotated Factor Loadings
Intentions I II III IV 1. My thoughts were so unbearable, I could not endure them any longer. .72 2. I wanted to show someone how much I loved him/her.
.74 3. It seemed that I lost control of myself, and I do not know why I did it.
( .44) 4. The situation was so unbearable that I could not think of any other alternative. .76 5. I wanted to get away for a while from an unacceptable situation.
.71 6. I wanted others to know how desperate I felt.
.63 7. I wanted to die.
(−.45) .64 8. I wanted to get help from someone.
.61 9. I wanted to know if someone really cared about me.
.74 10. I wanted others to pay for the way they treated me.
.88 11. I wanted to make someone feel guilty.
.89 12. I wanted to persuade someone to change his/her mind.
.56 13. I wanted to make things easier for others.
.51 14. I wanted to sleep for a while.
.71
Note. Percentages of explained variance for each of the four factors were 25.0%, 14.0%, 11.3%, and 7.4%, respectively. An ANOVA of the single item "loss of other age groups (15-29: M = 4.13, SD = 1.67; 30-49: M = 4.34, SD = 1.99). On the control" was also conducted, and a significant effect for region was found, F(13, 1501) = single item "loss of control," the youngest age group (M = 1.94, SD = 0.87) scored 2.87, p < 0.001, E 2 = 0.024. Follow-up deviation contrast analyses showed that the mean lower than the other age groups (30-49: M = 2.13, SD = 0.88; 50+: M = 2.14, SD = scores in Sør-Trøndelag (p < .01), Odense (p < .05) and Helsinki (p < .05), were signifi-0.91). Again, however, the effect sizes were very small. No significant age group differcantly higher than the overall mean, whereas the scores in Oxford (p < .01) and Wü rzburg ences were found for men. (p < .05) were significantly lower. The variance (2.4%) once more showed only a small Correlation with Level of Suicidal Intent effect of region.
TABLE 4
Intentions Subscale Scores (Means [M] and Standard Deviations [SD] for Each of the Regions and Across all Regions, by Gender
Questions have been raised regarding the reliability of suicidal patients' own retroAge and Gender spective reports of the intentions involved in their parasuicides. We have therefore investiTo investigate overall differences between men and women, ANOVAs of the gated the associations between the subscale scores and level of suicidal intent as measured pooled data set for each of these subscales were performed, with gender as the indepenby the SIS. The mean total SIS score for the pooled data set in the present study (includdent variable and age as a covariate. A significant gender difference was only found for the ing all 14 regions) was 12.99 for women (SD = 6.54; range 0-29) and 14.06 for men Temporary Escape subscale in that women scored significantly higher than men, F(1, (SD = 6.53; range 0-30; Mann-Whitney Utest: z = −3.24, p = 0.0012). Thus the level of 1527) = 9.90, p = 0.002, E 2 = 0.006. However, the effect size indicated that only 0.6% of the suicidal intent was generally somewhat higher in men than in women. variance could be predicted by gender.
These ANOVAs were repeated sepaCorrelation analyses (Pearson's r) between the SIS total score and scores on the rately within the various age groups. There were too few patients in the oldest age group various intention subscales were performed. Such analyses can serve as a test of consis-(65+) to permit this analysis. Some significant regional differences were found within the tency of the patients' reports, and thus an assessment of reliability. A positive correlation age groups, but in all of them the effect sizes were very low, indicating again that region between scores for the SIS and the subscale Final Exit would indicate high consistency. predicted a low percentage of the variance (4.1%-8.1%). No significant sex differences Negative correlations between scores on the SIS and the other subscales would support were found in any of the age groups.
Subsequently, the total sample was dithis. This pattern was confirmed for both women and men (Table 5 ). The correlation vided into three age groups: 15-29 years, 30-49 years, and 50 years or older. One-way coefficients between scores on the subscale Influencing Others and the SIS were, howANOVAs were performed for men and women separately for each of the subscales, ever, very low, and probably only statistically significant because of the large number of with age group as the independent variable. For women, significant age differences were subjects included in the analyses. The direction of these correlations was, nevertheless, found for the subscale Influencing Others, F(2, 921) = 5.20, p = 0.006, E 2 = 0.011 and as expected. Also the single item "loss of control" correlated negatively with the level of the single item "loss of control," F(2,921) = 5.16, p = 0.006, E 2 = 0.011. On the subscale suicidal intent. −.44, ns; critical value = .48).
The Intention "To Die" and Its
DISCUSSION
Relationship to Regional and National Rates of Suicide and Regional
The main instrument used in this Rates of Parasuicide study was a well-tested questionnaire containing a number of intentions for parasuiIt may be hypothesized that there would be an association between the extent cide that had been identified in a series of previous investigations (e.g., Bancroft et al., of suicidal and nonsuicidal intentions involved in parasuicide in different regions and 1979; Hawton et al., 1982; James & Hawton, 1985) . The data used were based on interthe overall rates of both suicide and parasuicide. Thus, where the behavior is more often views with 1,646 parasuicide patients investigated in 14 regions in 13 countries from Euused for various nonsuicidal purposes, the overall rate of parasuicide might be expected rope in the WHO/EURO Multicentre Study on Suicidal Behaviour (Bille-Brahe et al., to be higher, while regions where the behavior more often is used for suicidal purposes 1995, 1996a) . The intentions were grouped by means of a factor analysis. This resulted would be expected to have higher suicide rates. There should therefore be a negative in four factors that were used to construct subscales labeled Care Seeking, Influencing correlation between overall rates of parasuicide and the frequency of choice of "wanted Others, Temporary Escape and Final Exit, while "loss of control" was retained and anato die," while a positive correlation between suicide rates and the frequency of choice of lyzed as a single item. "wanted to die" would be expected.
We have therefore compared these Regional Comparisons variables across the regions involved in this study by means of the Spearman rank order Statistically significant differences between the regions were found for three of the correlation coefficient (r s ) for men and women, separately. The frequencies of choice subscales and in the item "loss of control," but only minimal proportions of the variance of the item "wanted to die" (with a score of 3 indicating a major influence) and the suiwere accounted for by region. When the pooled data set was analyzed, a statistically cide and parasuicide rates in the various regions are presented in Table 6 . We have done significant difference between men and women was found, but again only a very small procountries using these types of instruments are probably generalizable to other settings. portion of the variance was explained by gender. Moreover, when gender was entered into
The hypothesis of a positive correlation between the national and regional suitwo-way analyses together with region, the gender difference disappeared. Some age difcide rates and the frequency of choice of "wanted to die" was supported only for ferences were found in women, but here, too, the effect sizes were very low. No age differwomen (and only when national suicide rates were used). The hypothesis of a negative ences were found in men. Small but statistically significant differences were probably correlation between parasuicide rates and "wanted to die" was not supported, although due to the large sample size resulting in very high statistical power. the result almost reached the level of statistical significance, especially for men. There are several differences between the regions participating in the WHO/EURO
The main finding from this study is that parasuicide patients in different counstudy, both in the prevalence of suicidal behavior and in the characteristics of parasuitries tend to indicate similar intentions for their acts of parasuicide, and that the intencide patients (Bille-Brahe et al., 1996a , 1996b , 1997 Schmidtke et al., 1996) . The pattern of tions do not vary greatly with gender or age. intentions involved in parasuicide was, however, quite consistent across regions, genders, Methodological Issues and age groups. In a previous report from the study, a similar result was found for the level Some methodological limitations of this study should be taken into consideration of suicidal intent (Hjelmeland et al., 2000) . Thus the findings from different regions and when interpreting the results. Patients' post hoc explanations about what they thought individual's personal circumstances, could be fruitful. they wanted to achieve from the act at the time they carried it out have been investiUse of an intentions questionnaire like that used in this study is likely to be helpful gated. Also, the possible intentions included in the questionnaire have been selected by in assessment in clinical practice. The questionnaire could, for example, be completed researchers. This is likely to influence the patients' responses compared to what they by both the patient and the therapist, separately, and thus serve as a valuable basis to might report spontaneously. However, the items in the questionnaire have been chosen develop an understanding of the meaning of intention(s) underlying the act. The instrufrom items commonly given spontaneously by parasuicide patients. ment may also be useful in treatment. For example, understanding why the parasuicide Previous research has shown that parasuicide patients tend to change their explanaoccurred is important when deciding what should be focused on in therapy, including in tions over time (e.g., Rygnestad & Hauge, 1991) . Therefore the delay between the acts the possible prevention of future episodes. This notion was supported by the findings of of parasuicide and the research interviews may have influenced the results, although, if Holden et al. (1998) that patient-attributed reasons for nonfatal suicidal behavior preso, the nature of this effect cannot be determined. Patients also tend to give reasons that dicted a number of suicide criteria, namely, a wish to die as stated by the patients themare socially acceptable and/or evoke sympathy or concern. The latter problem, however, selves, and suicidal desire, suicide preparation, and overall suicide risk as estimated by would be expected to have been larger if the patients had been asked the questions by the their clinicians. Furthermore, Holden et al. found that some of the patient-attributed interviewer. In this study, the patients marked the questionnaire themselves (self-report), reasons (internal perturbations) were just as good predictors for suicide risk as hopelesswhich we hope has reduced this problem. Moreover, a test of reliability by means of a ness has previously been found to be (e.g., Beck, Steer, Kovacs, & Garrison, 1985) . correlation analysis between the level of suicidal intent (assessed by the SIS) and the varKnowledge and understanding of the intentions involved in parasuicide are thus releious intention subscales showed high consistency in the patients' reports. vant factors to consider when deciding on appropriate treatment of suicidal individuals and prevention of future suicidal beImplications havior.
The previous report from the WHO/ EURO study regarding level of suicide intent CONCLUSION (Hjelmeland et al., 2000) was the first step in examining the meaning of parasuicide asAlthough there are considerable differences between the participating regions cribed by patients from different regions and countries. The present report of a range of in the WHO/EURO study in the prevalence of both suicide and parasuicide, and also in intentions has been the second step. Quantitative methodology has been used in both some of the characteristics of parasuicide patients, the pattern of intentions involved these reports. One possible next step will be to use qualitative methodology to examine in parasuicide seems to be reasonably consistent across regions. The findings from explanations at the individual level. Methods based on the phenomenological perspective, this study are likely to be generalizable to other settings and have implications for in which the central issue is to consider the meaning of phenomena in relation to each clinical practice.
